A patient with bilateral multinodular bronchiolar carcinoma is described in whom carbon monoxide transfer factor and arterial oxygen saturation were greatly impaired but lung volumes and ventilation were only minimally reduced. We record this because we have not found previous reports of detailed pulmonary function studies in this condition.
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A 57-year-old man was admitted to hospital in August 1965 with a three-week history of breathlessness and cough which was initially dry but one week later became productive of a moderate quantity of mucoid sputum. He also complained of shivering, sweating, palpitations, lassitude, insomnia, anorexia, and a weight loss of 8 lb. (3-6 kg.). He denied any other symptoms, including chest pain and haemoptysis. He had spent most of his working life in furniture factories but had not been exposed to any industrial risk and there were no previous respiratory symptoms. He Table. These indicate a high minute volume, a low normal PACO.,, slight uniform reduction of lung volumes, a normal R.V./T.L.C. ratio, minimal airways obstruction with an F.E.V.1.0 which is 64% of the vital capacity, and severe reduction in transfer factor and arterial oxygen saturation.
He remained ill and breathless to an extent which made the performance of lung function studies difficult. There was temporary improvement on high doses of prednisone (60 mg. per day) followed by deterioration possibly associated with reduction of the dosage. Intravenous mustine was of no benefit and he died 10 weeks after the onset of his symptoms. 
DISCUSSION
Cases of bronchiolar carcinoma are now being recognized with increasing frequency, and many reports have appeated in the literature, including the excellent reviews of Storey, Knudtson, and Lawrence (1953), Liebow (1960) , and Watson and Farpour (1966) . There is a variable gross anatomical pattern, but three main groups may be recognized on radiography or at necropsy, i.e., an isolated nodule, multiple bilateral nodules, and diffuse or 'pneumonic' involvement of a segment or lobe (Liebow, 1960) . It therefore follows that the results of lung function studies will vary with the different types, and the degree of functional impairment will reflect the extent of the lung tissue replaced by carcinoma (Bates and Christie, 1964) . Two cases are mentioned by these authors. In the first the carcinoma involved most of one lobe but pulmonary function was little disturbed. The second had bilateral involvement which was associated with reduction in lung volumes but preservation of y ventilatory function. Although bronchiolar carcinoma is listed among the causes of 'alveolarcapillary block' (Comroe, Forster, DuBois, Briscoe, and Carlsen, 1962) or widespread involvement of tissues distal to the terminal bronchiole (Cotes, 1965) , no further details are given.
Our patient had developed bilateral multinodular disease with more diffuse involvement of the right lower lobe. There was some clinical and pathological evidence of pulmonary hypertension. The disturbance of lung function included slight reduction of lung volumes, hyperventilation at rest which was suggested by a high minute volume and low normal PACO2, severe arterial oxygen desaturation at rest with secondary polycythaemia, and marked reduction in transfer factor. The very low transfer factor and desaturation at rest indicate that the functional disturbance must be more than a simple diffusion barrier and suggest ventilation-perfusion inequality (Campbell, 1965) . Similarly, although carcinoma cells lining the alveoli and interstitial collagen deposition provide a good histological model for the discredited alveolar-capillary block syndrome, the anatomical picture with lymphatic permeation, 'tumour pneumonia', capillary bed involvement, etc., equally well results in ventilation-perfusion disturbance.
